Abstract: All health professions face numerous stressors within their clinical practice, including time pressures, workload, multiple roles and emotional issues. Frequent workplace stress can impact on the physical and mental wellbeing of health professionals and result in burnout and, in some cases, traumatic stress-like symptoms. These outcomes can impact not only on the wellbeing of health professionals but also on their ability to practise effectively. It is therefore imperative that a preventive approach is adopted. Developing resilience-promoting environments within the health professions can be explored as a means to reduce negative, and increase positive, outcomes of stress in health professionals.
Introduction
A number of stressors are associated with the health and helping professions, including time pressures, workload, having multiple roles, and emotional issues (Lambert et al., 2004; Lim, Hepworth, & Bogossian, 2011) . Frequent environmental stress associated with human pain and distress in the workplace can impact on the physical and mental wellbeing of health professionals and result in burnout and, in some cases, traumatic stress-like symptoms (Stamm, 2010) . These negative stress outcomes can impact not only on the wellbeing of health professionals, but also on their ability to care effectively for others (Barnett, Baker, Elman, & Schoener, 2007) . It is therefore imperative that a preventive approach is adopted. Developing and fostering resilient environments and individuals within the health profession is emerging as a way to reduce negative, and increase positive, outcomes of stress in health professionals. As part of a larger project exploring aspects of resilience in health professionals and in order to gain an understanding of how resilience and associated terms had been discussed in the health professional literature, a structured literature review was conducted. For the purpose of this review the definition of 'resilience' has been adapted from the developmental psychology literature, which dominates the field (Luthar, Cicchetti, & Becker, 2000) . We define 'resilience'
The findings suggest that cross-culturally nurses have similar ways of coping in the context of workplace stress.
In a sample of 328 New South Wales (NSW) and 190 New Zealand (NZ) acute care hospital nurses, Chang et al. (2007) found that problem-focused coping was only mildly related to better mental health. However, high levels of emotion-focused coping were strongly related to low mental health. Chang et al. (2007) examined the workplace stressors, coping mechanisms, and demographic characteristics which were the best predictors of physical and mental health. Escape-avoidance (e.g., sleeping, drinking, smoking, using drugs), distancing (e.g., not taking things too seriously), and self-control (e.g., keeping feelings to oneself) emerged as the best coping predictors of mental health. Mental health scores were higher for nurses with more years of experience and for those who used distancing as a way of coping but lower for those who used escape-avoidance and self-control coping, lacked workplace support and had a high workload.
By investigating the coping strategies and experiences that bring joy and happiness ('uplifts') to the personal and professional lives of 23 Singaporean nurses, Lim et al. (2011) found that professional uplifts were related to being appreciated, having reliable working relationships, and health improvements of patients. Personal uplifts were related to leisure activities, having disposable income, laughing with friends, and spending time with friends and family. Coping strategies included taking time out (short breaks at work, rest and relaxing activities), seeking emotional support (from family or colleagues) and belief systems (luck, fatalistic thinking, spirituality).
Through a systematic literature review, Zander, Hutton, and King (2010) investigated coping and its relationship with resilience in assisting paediatric oncology nurses. The three themes identified were, (1) coping factors, (social, team and organisational support, personal views, attitudes, and circumstances, experience and types of stressors) (2) coping processes, (the contribution to effective adaptation), and (3) overcoming negative circumstances, (how effective adaptation and coping are combined when professionals are dealing with workplace stressors).
Resilience and hardiness
Only nursing research used existing measures to examine resilience and hardiness. In a sample of Quebec nursing assistants (NAs) and registered nurses (RNs), Harrisson, Loiselle, Duquette, and Semenic (2002) found that hardiness and work support were negatively related to psychological distress. Hardiness positively correlated with work support. Further analysis demonstrated hardiness to be a significant mediator between the effects of work support on psychological distress. Judkins and Rind (2005) examined the relationship between hardiness, job satisfaction, and stress among Texan home health nurses. In this study there was a significant negative relationship between stress and hardiness, with those high in commitment experiencing less stress. A significant positive relationship between job satisfaction and hardiness (particularly for commitment and control) was found. No significant correlation was found between stress and job satisfaction. Similar results have been found using qualitative techniques. Ablett and Jones (2007) aimed to describe 10 English hospice nurses' experiences of work and compared the experiences with the personality constructs of hardiness and sense of coherence (belief in the comprehensibility, manageability and meaningfulness of the world). The results yielded 10 themes that hospice nurses used to describe their work, including spirituality, personal work attitudes, job satisfaction, coping and personal/professional boundary issues. When comparing the 10 themes to hardiness, they all indicated a high level of commitment to and control over the workload of the hospice nurses. When the themes were compared with sense of coherence the nurses perceived their work as manageable and comprehensible. Only some nurses viewed change as an opportunity for growth. Ablett and Jones (2007) suggest that the determining factor in nurses' resilience might be the individual's attitude towards change.
In a sample of 98 Portuguese nurses, Garrosa, Rainho, Moreno-Jimenez, and Monteiro (2010) assessed the relationships between job stressors, hardiness and coping resources on burnout dimensions at two time points. At the cross-sectional level, personal resources, control and social support were negatively related to emotional exhaustion and challenge. Unlike the findings of Judkins and Rind (2005) , commitment was not found to affect any of the burnout dimensions. Active coping was found to have more influence than hardiness in that it had main effects, both at the cross-sectional and temporal level, on depersonalisation and lack of personal accomplishment. Specifically, active coping had an inverse temporal effect on depersonalisation and on lack of personal accomplishment.
Mixed results have been found in research that has used direct measures of an individual's resilience. In a sample of 753 Australian theatre nurses, Gillespie, Chaboyer, and Wallis (2009) investigated whether the personal characteristics of age, experience and education contribute to resilience. The resilience measure included elements of personal competence, trust in intuition, change and control appraisals, and spiritual influences. Results demonstrated modest but statistically significant associations between age, years of experience and resilience. No relationship was found between education and resilience. Multiple regression analysis revealed that only years of experience predicted resilience and explained only 3.1% of the variance. The authors acknowledge that resilience may be influenced and developed by other contextual factors, not measured in the study.
In a sample of 464 West Virginia nurses, Larrabee et al. (2010) used a measure of stress resilience that included three interpretive styles, namely deficiency focusing (assigning self as cause for failures, overemphasizing barriers, and negatively influencing motivation), necessitating (caution and judgment of tasks as inflexible) and skill recognition (acknowledgment of one's own competence). They found that high psychological empowerment was predicted by more years' experience, and the three stress resiliency subscales. Psychological empowerment and low job stress were found to predict greater job satisfaction. High job satisfaction was the strongest predictor of intent to stay.
Specific resilient qualities found in nurses
In a sample of 772 Australia theatre nurses, Gillespie, Chaboyer, Wallis, and Grimbeek (2007) found highly significant associations between hope and resilience, self-efficacy and resilience, and control and resilience. Moderately significant relationships were found between coping (problem-focused approaches) and resilience, and competence and resilience. While these results depict resilience as being found within the individual, the authors suggest that hopefulness may only be possible in a supportive work environment and the development of self-efficacy may be influenced by the work culture. In a sample of nine Queensland nurses, Cameron and Brownie (2010) identified eight themes that impact their resilience: (1) experience, (2) amount of satisfaction attained, (3) positive attitude or a sense of faith, (4) making a difference, close intimate relationships and sharing experiences with residents, (5) using strategies such as debriefing, validating and self-reflection, (6) support from colleagues, mentors and teams, (7) insight into their ability to recognise stressors and put strategies in place, and (8) maintaining work-life balance.
Summary of coping and resilience in nurses
The above studies indicate that nurses use a number of positive coping strategies including problem-focused coping, taking time out and giving and receiving support from co-workers. The results suggest that positive coping might not be enough to reduce the negative effects of stress, whereas maladaptive coping (suppression and denial) might significantly increase the negative effects of stress. In terms of resilience, there are a number of individual and contextual factors that contribute to levels of resilience in nurses. These include work-life balance, hope, control, support, professional identity and clinical supervision. What remains unknown is whether resilience can be strengthened in nurses. Following a review of personal resilience in the nursing literature, Jackson, Firtko, and Edenborough (2007) recommended that resilience can be strengthened in nurses through strategies and mentorship programmes. These programmes should aim to develop positive and nurturing professional relationships, and encourage positivity, emotional insight, life balance, spirituality and personal reflection.
Social Workers

Coping
The research on the positive effects of coping in social workers has found mixed results. In a study of 591 social workers practising in New York State, Acker (2010) found that coping strategies, age, experience and perceptions of competence all play a part in managing stress levels. Social workers in a managed care work environment who felt competent in mastering organisational and clinical demands did not rely on problem-focused coping; but those who struggled, relied on emotion-focused coping and used escape-avoidance behaviours. Multiple regressions indicated that coping had the greatest influence on social workers' psychological and somatic reactions associated with burnout and perceived competence. The results also indicated that demographic characteristics impacted on stress. Older social workers with more job experience were at lower risk for burnout and non-white social workers had lower levels of burnout.
Coping with the effects of suicide and suicidal behaviour has also been found to be important in two studies of social workers. In a sample of 285 mental health social workers who experienced either fatal or nonfatal client suicidal behaviour, Ting, Jacobson, and Sanders (2008) found that increased levels of secondary traumatic stress, the availability of family and friends, group therapy, religion, older age, and male gender were all predictors of positive coping. Over one-third of the sample used some form of negative coping. Furthermore, although clinical supervision and support from family and friends were readily available as sources of support, respondents did not indicate they were the most effective. Instead, peer supervision was less readily available but more frequently reported as effective. Ting et al. (2008) suggest that rather than availability, quality of supervision support may be more important.
In regards to family and friend support, the authors suggest that professionals may not want to burden close others with the emotional pain related to their work or are constrained by confidentiality issues. In a sample of 515 social workers, Sanders, Jacobson, and Ting (2008) utilised both qualitative and quantitative data collected from a national study on client suicide. Over half the sample (55%) had experienced at least one client suicide attempt, 31% had experienced a client suicide completion and 30% had experienced both. Five themes were identified as important to include in professional training programmes, namely (1) coping with the personal and professional reactions that resulted from client suicidal behaviour, (2) the provision of information on suicide assessment, (3) how to debrief after a completed suicide and how to interact with the clients' surviving family members and friends, (4) examination of the power and control that clients have when they are considering suicide and feelings of powerlessness the social worker may experience, and (5) provision of information about treatment and interventions for suicidal clients. Of the themes, learning to cope with suicide was considered the most important.
Specific resilient qualities found in social workers
By asking social workers to define resilience, researchers have identified a number of resilient qualities specific to social work. In a sample of 73 Michigan social workers, Greifer (2005) used both quantitative and qualitative techniques to identify personal and organisational protective characteristics of resilient social workers. Resilience was defined as job engagement (the opposite of burnout). High social support, perceived fairness and low workload were found to relate to high job engagement. Qualitative findings reveal that resilient workers attributed their job engagement to a number of cognitive and behavioural individual factors and organisational factors such as problem-focused coping, relaxation coping, optimism, conscientiousness, internal locus of control, humour, spirituality, gender, age, maturity, and job-meaning, skill match and job variety.
Using two samples of New Zealand social workers (self-defined resilient practitioners and supervisors of student social workers), Beddoe, Davys, and Adamson (2011) explored social workers' understanding of resilience in the face of workplace demands and stressors. Resilience-maintaining themes included the importance of self-care, strong professional values, exposure to positive role models and realistic professional expectations, maintaining learning and professional identity, awareness of 'the big picture', and the vital role of on-going supervision and holding on to personal and professional goals.
Through qualitative analysis, Graham and Shier (2010) and Graham (2011a, 2011b) identified personal factors that positively influence levels of subjective wellbeing (SWB), workplace SWB and the impact of mindfulness on SWB in social workers. The sample consisted of 13 (11 female) social work practitioners who had the highest level of SWB from a 2006 Canadian survey. Three themes that influenced their overall SWB (either positively or negatively) were identified, namely (1) personal behaviours (spirituality, establishing routines, participating in activities, and seeking help), (2) interpersonal relationships (the impact of spouses, children, extended family, and friends), and (3) a clear self-identity beyond work (relations to groups, culture, and personal identity). A further three themes that influenced workplace SWB were identified. These were (1) the work environment (physical, cultural and systemic), (2) the types and characteristics of relationships at work (connection with clients, relationships with colleagues and interactions with supervisors), and (3) the nature of the job (workload, type of work, personal fit and meaningfulness of the work; Shier & Graham, 2011b) . The participants also confirmed that mindfulness influenced their overall SWB and indicated five aspects of their life where they needed to be mindful (Shier & Graham, 2011a) . These were (1) reflecting on and developing a personal identity, (2) considering issues related to control and openness, (3) being internally and externally aware of oneself, (4) reflecting on important moments in one's life, and (5) maintaining work-life balance.
Summary of coping and resilience in social workers
These results from social work studies suggest that a number of individual and contextual factors impact on social workers' resilience. These include age, gender, work-life balance, personal and professional identity and quality of supervision support. However, what remains uncertain is whether these factors can be changed and resilience in social workers increased. Following a review of the literature, Carson, King, and Papatraianou (2011) suggested that the ability to be resilient is linked to professional values and identity. Collins' research (2007 Collins' research ( , 2008 highlights the interaction of structural, organisational and individual differences in resilience. He recommends that education and training in resilience, the management of positive emotions and optimism might benefit both students and qualified social workers, enabling them to cope more readily with work-related demands. In addition, the provision of on-going professional development, peer support, sensitive supervision and rest and recreation activities may enhance coping strategies.
Psychologists
Coping
Coping, career-sustaining behaviours and self-care are all strategies psychologists undertake in response to stress. However, while coping can involve both positive and negative strategies, career-sustaining behaviours and self-care generally refer to positive strategies only. Two studies were identified that considered coping in psychologists. In a sample of 580 Latino counselling and clinical psychologists, Maldonado Feliciano (2006) investigated the degree to which coping behaviours, social support, biculturalism (co-existence of two or more distinct cultures) and positive religious coping (prayer, faith, pastoral support) moderate the relationship between occupational stress and depressive affect. The results suggest that, overall, psychologists use more problem-focused coping strategies than emotional-focused coping strategies. Frequently mentioned coping strategies included social support, planning and active problem solving, work support, recreational or disengagement activities, and sports and exercise. The least endorsed coping strategies were acceptance, humour, and personal counselling. When controlling for occupational stress levels, coping behaviours, work and nonwork social support, and biculturalism were found to negatively correlate with depressive affect. Biculturalism was found to negatively correlate to occupational stress and depressive affect, and positively correlate to positive religious coping, importance of religion or spirituality, and degree of bicultural work environment, indicating biculturalism may contribute to resilience and merits further investigation. Hannigan, Edwards, and Burnard (2004) systematically reviewed seven studies that focused on stressors, moderators and stress outcomes in UK psychologists. The review found that almost four out of ten UK clinical psychologists had worrying levels of distress and the results indicated that organisational and professional factors might inhibit psychologists' ability to seek and obtain effective support for stress at work. For example, a fear of ''becoming a client'', or being seen to fail to manage work stressors, may inhibit practitioners' seeking of support.
Coping following client suicide has also been investigated in psychologists. In a sample of 437 counselling and clinical psychologists, Trimble, Jackson, and Harvey (2000) separated participants into three groups: (1) those who had a client commit suicide, (2) those whose clients had attempted but not succeeded in suicide, and (3) those for whom the most serious indicators were ideation or threats or gestures. Of the psychologists who had experienced a client suicide, 90% reported that they had coped with the situation by talking with colleagues, and nearly a third sought consultation with peers. Other helpful strategies included recognising they were not responsible, accepting suicide as a possible outcome and talking with their supervisor.
Career-sustaining behaviours (CSBs) and sources of satisfaction have recently been investigated in psychologists. In a sample of 286 Illinois psychologists, Stevanovic and Rupert (2004) found that promoting growth in clients, helping others, satisfaction with professional autonomy, intellectual stimulation, and enjoyment of work were the most highly rated sources of satisfaction. Gender differences were observed, with female respondents endorsing more sources of satisfaction. Females also differed from males on three specific sources of satisfaction, namely intellectual stimulation, self-growth and flexible hours. The two top-rated CSBs were spending time with spouse/partner/family and maintaining a balance between professional and personal lives. Females reported using more CSBs and were more likely than males to report using strategies that were relational, including spending time with friends, discussing work frustration with colleagues and participating in personal therapy. In a sample of 190 psychologists from Pennsylvania, Ganey (2005) found that those with high levels of CSBs reported lower levels of burnout and emotional depletion than their low-CSBs peers.
In a survey of 595 American psychologists, Rupert and Kent (2007) found differences in satisfaction between those who worked in the private and those who worked in the public arenas. Private practitioners had higher levels of personal accomplishment, more sources of satisfaction, and fewer sources of stress than those who worked in public settings. Results, however, also indicated that private solo practitioners had less support than either private group practitioners or public respondents and greater over-involvement with clients than public respondents. A gender difference was also observed:, females in public settings experienced higher levels of emotional exhaustion than females in private settings, but this difference was not observed for males. Unlike Stevanovic and Rupert, (2004) who asked only what CSBs the psychologists utilised, Rupert and Kent (2007) also assessed CSBs and their relationship to wellbeing. Those rated as the most important to maintaining the psychologists' wellbeing were both cognitive (maintaining a sense of humour, professional identity/values, and self-awareness/self-monitoring), and behaviourally focused (maintaining a balance between personal and professional lives, spending time with spouse or partner, engaging in hobbies).
Benler (2011) examined the effects of self-care and other contributing factors on rates of secondary traumatic stress among a sample of 175 American psychologists. High stress and more trauma work per week related to more negative symptoms. Furthermore, clinicians who experienced personal trauma were also more likely to report negative symptoms. The self-care results indicated that regardless of trauma exposure psychologists who believed in and used leisure activities had higher job satisfaction and fewer negative symptoms, and psychologists who felt prepared for sessions with clients had fewer negative symptoms. A gender difference was also observed, with females being more likely than males to believe in and engage in selfcare activities. Older participants were found to have higher levels of job satisfaction, but were less likely to think supervision was useful.
Using qualitative methods in a sample of 10 American female psychologists, Martin (2010) identified seven themes that may impact on the wellbeing of those in the early stages of their career. These were: (1) challenges associated with the early-career phase, including insecurities about transition from trainee to professional and mixed messages from other professionals regarding the importance of self-care, (2) emotional self-care, including balancing professional and personal life, reaching out for help when in distress, being supported, maintaining boundaries, and managing intense emotions, (3) physical self-care, including maintaining a physically active lifestyle and obtaining sufficient sleep, (4) self-care through ‚play,‛ including engaging in activities that foster creativity and travelling , (5) cognitive self-care, including undergoing psychotherapy, consulting with peers, and attending psychology conferences, (6) spiritual self-care, including participation in organised religion, and (7) recommendations to other early-career psychologists, including how to prioritise self-care, seek support from colleagues, and continue to learn.
Specific resilient qualities found in psychologists
Two reviews were found that related specifically to psychologists' wellbeing. The first focuses on individual practices and the second highlights the role professional culture plays in maintaining wellbeing in the psychology profession. Following a review of stress and self-care practices, Barnett et al. (2007) concluded that a focus on self-care is essential for the prevention of burnout and for maintaining psychological wellness. They recommend that psychologists attend to CSBs (such as balancing personal and professional demands, taking regular breaks and having a balanced and healthy diet) and see them as essential to maintaining a wellfunctioning professional role.
Summary of coping and resilience in psychologists
The above studies indicate that psychologists rely on a number of factors to maintain resilience. These include age, gender, work-life balance, recreational activities (exercise, hobbies, vacations), personal and professional values and having a sense of purpose. What is not yet known is how to change these factors so that resilience in psychologists can be strengthened. Barnett and Cooper (2009) discuss self-care and the culture of psychology. They recommend that a culture that aims to emphasise efforts to maintain psychological wellness be created within the profession. To do this they suggest that positive self-care strategies such as personal psychotherapy are emphasised as an important element of on-going self-care. Furthermore, such self-care activities should not be stigmatised, avoided or utilised only when one is unwell. They recommend that staff and experienced professionals act as role models for students and speak openly about their own struggles with maintaining a healthy work-life balance, about their own distress and how they address this distress, and the value of on-going self-care activities in their lives.
Counsellors
Coping
Like the research on psychologists, the research on counsellors has focused on coping careersustaining behaviours and self-care, with mixed results. In a sample of 414 North Carolina school counsellors, Stephan (2006) found that perceptions of the school environment (climate of support, role conflict, and role ambiguity) predicted emotional exhaustion and depersonalisation. Coping resources (self-efficacy, social support, and behavioural problemsolving) were not, however, found to play a significant role in the relationship between school environment and burnout.
In a sample of 501 American counsellors, Lawson (2007) found that four of the five CSBs endorsed by counsellors were the same as those for psychologists namely, (1) spending time with partner/family, (2) maintaining balance between professional and personal lives, (3) self-awareness and a sense of control over work responsibilities and (4) maintaining a sense of humour. A number of support strategies highly endorsed by psychologists were strategies counsellors endorsed the least, including clinical supervision and peer support, discussing work frustrations with spouse/partner/family, participating in personal therapy, participating in peer support groups and discussing work frustrations with friends. Surprisingly, the results indicated that counsellors who received more group supervision or more case consultation scored higher on burnout and vicarious traumatisation scales than those who received less. Lawson (2007) hypothesises that these counsellors may be more aware of the stresses from their work and are therefore seeking more support. Counsellors in this sample rated their own levels of wellness as higher than normal but rated the wellness of their colleagues significantly lower. Lawson (2007) suggests that the sample may have consisted of a greater number of 'well' counsellors or that the counsellors surveyed were more likely to see stress, distress, and impairment in others than in themselves.
In a sample of 506 American professional counsellors, Lawson and Myers (2011) found that the participants had higher positive professional quality-of-life factors (compassion satisfaction) and lower negative factors (compassion fatigue and burnout) than the norms. Compared to the results from Stephan (2006) , counsellors who engage in more CSBs were found to have higher professional quality of life scores. However, as in Lawson (2007) , they reported CSBs that differed to those practised by psychologists (Stevanovic & Rupert, 2004) . The top CSBs shared by both counsellors and psychologists were spending time with partner/family, maintaining a sense of humour, maintaining balance between professional and personal lives, and having a sense of professional identity. The top CSBs mentioned by counsellors only were maintaining self-awareness, reflecting on positive experiences, engaging in quiet leisure activities, and trying to maintain objectivity about clients. In comparison, psychologists rated using positive self-talk, taking regular vacations, participating in continuing education programmes, reading literature to keep up to date, turning to spiritual beliefs, and maintaining a sense of control over work responsibilities higher than the counsellors in this sample.
Similar to the findings of Rupert and Kent (2007) , counsellors in school or community agency settings scored lower on professional wellness measures than those in private practice. Using qualitative analysis, Evans and Payne (2008) explored support and self-care in a sample of six New Zealand high school counsellors. Six themes were identified, namely (1) self-care on the job (establishing a resilient mind-set for emotional demands, and recognising the 'privilege' of working with young people), (2) collegial support-schools (having someone else to empathise with, keep things in perspective, and wind down at the end of a difficult day), (3) collegial support-supervision, (4) the home-work interface (leaving the identity of 'counsellor' at the school gate and the positive contribution of professional training and experience on personal issues), (5) the influence of home on work life (the contribution of support from family and bringing personal lives into sessions to facilitate 'connections' with students), and (6) holistic self-care (maintaining balance and having a holistic regime that would both enrich personal lives and keep them prepared for school demands). Gender differences were observed, with males speaking only minimally about holistic self-care.
The results indicate that counsellors, like psychologists, engage in a wide range of behaviours that influence their wellbeing. What remains unknown from this research is the individual and contextual characteristics that enable counsellors to effectively engage in these behaviours.
Specific resilient qualities found in counsellors
Two studies were identified that aimed to ascertain the characteristic associated with resilience in counsellors. This characteristic was self-compassion. This construct is relatively new to western thinking and involves the ability to understand one's own suffering, experience feelings of caring, kindness non-judgment toward oneself, and recognise that struggles and triumphs are part of normal human experiences (Neff, 2003) . In a sample of 164 counsellors in America, Ringenbach (2009) found that when controlling for burnout, self-compassion was significantly, negatively, associated with compassion fatigue and, when controlling for compassion fatigue, self-compassion had a significant, positive, relationship with compassion satisfaction and a significant, negative, relationship with burnout. Furthermore, those who reported practising on-going meditation had statistically higher scores of compassion satisfaction. Patsiopoulos and Buchanan (2011) used qualitative analysis to investigate how 15 Canadian counsellors practise self-compassion. Three main themes were identified namely, (1) counsellors' stance in a session, including acceptance, not knowing, attending compassionately to inner dialogue, mindfulness of present experience, and being genuine, (2) workplace relational ways of being, such as participating on a compassionate and caring work team, and speaking the truth to self and others, and (3) finding a balance through self-care strategies. Participants also reported a number of benefits in relation to the practice of self-compassion, including an improved overall sense of wellbeing, job satisfaction, creativity, balance, openness, 'groundedness' and a deepened existential and/or spiritual sense of connectedness. Additionally, self-compassion was reported to positively impact on the participant's ability to work effectively with clients by helping them lower unrealistic self-expectations, develop more effective boundaries, find balance between client needs and counsellor need, self-correct when necessary and engage in more proactive, preventative self-care.
Summary of coping and resilience in counsellors
These results suggest that self-compassion may play a part in enhancing wellbeing in counsellors. They further suggest that the construct, whilst individual, may also impact on contextual factors such as perceptions of and involvement in teams and ability to work effectively and maintain boundaries with clients. Several reviews highlight the importance of individual and contextual factors in maintaining wellbeing. Cummins, Massey, and Jones (2007) found that in addition to personal factors, a supportive work environment that encourages regular self-care activities and offers manageable caseloads of clients dealing with trauma is critical in promoting wellness. Furthermore, Young and Lambie (2007) suggest organisations have a responsibility to maintain counsellor wellness and they make two recommendations. Organisations should promote healthy lifestyles by strategies such as subsidising gym memberships, paying for health risk assessments, improving food at work, allowing employees to take exercise breaks, and utilising time in group supervision to discuss stress management. They also suggest that organisations should directly reduce job stress through strategies such as reducing paperwork, allowing committees to deal with policy issues within financial parameters, to increase the counsellors' sense of control and to improve interpersonal relationships and teamwork.
Doctors
Of the health disciplines found, studies of medical practitioners were the least available.
Coping
Four studies were identified that investigated coping and wellness-promotion strategies among doctors. In a sample of 188 UK hospital doctors, Moores, Castle, Shaw, Stockton, and Bennett (2007) investigated the reactions experienced and coping strategies employed following a recent memorable patient death. Sadness was reported in moderate to severe intensity by 43% of doctors and between 5% and 17% of doctors also reported fatigue, problems in sleeping, changes in appetite, anger and relief. No gender differences were observed except that female doctors were more likely to have cried. The results indicated that 83% of respondents coped by talking with others, having time alone and socialising. Least-endorsed strategies were exercise and finding comfort in religious beliefs.
Fothergill, Edwards, and Burnard (2004) conducted a systematic review of 23 international studies on stress and stress management within the profession of psychiatry. They found that psychiatrists report high levels of personal and professional stressors. In particular, patient suicide was found to be a significant source of personal stress and an occupational hazard. Despite the high levels of distress reported, psychiatrists were found to have high levels of job satisfaction. Being valued, variety of tasks and having support in their role all contributed to high job satisfaction. Coping strategies that psychiatrists used include relaxation training, organisational problem solving, staff support groups, confidential counselling and staff sensitivity sessions.
Through a qualitative online survey of 30 American physicians practising hospice and palliative medicine, Swetz, Harrington, Matsuyama, Shanafelt, and Lyckholm (2009) found exercise and physical wellbeing, nurturing professional relationships, discussing feelings and valuing relationships with others to be the most common wellness-promoting strategies reported. Several of the commonly reported strategies included coping within and improving the work environment; namely, ensuring clinical variety, making time within the day for oneself and engaging in meditation, personal reflection and reflection with others.
In a sample of 161 Canadian physicians, Bergman, Ahmad, and Stewart (2003) found that females utilised different strategies than those favoured by males. Female physicians reported more social support when stressed than males did. Less-satisfied stressed female physicians had less support from work colleagues while less-satisfied stressed males reported less support from family or friends. Furthermore, the results indicated that, for females, 70% of the variance in physical symptoms was explained by workload and support from work colleagues; whereas, for males, healthy life style, mental health, support from work colleagues and workload were significant predictors, and explained 42% of the variance.
Specific resilient qualities found in doctors
Only one study was found that aimed to identify resilient qualities in doctors. Through qualitative and quantitative analysis, Wallace and Lemaire (2007) identify positive and negative factors associated with physician wellbeing in Canada. The authors first interviewed a sample of physicians to identify key factors. Based on the themes raised by interview participants the authors designed a questionnaire and surveyed 182 physicians and residents. The results indicated that the strongest relationship to high physician wellbeing was positive patient interactions, which buffered the negative relationship between high emotional demands and wellbeing. Support from co-workers and spouse, feeling one has a positive influence through one's work and not feeling overwhelmed by one's work were also positively related to wellbeing. The results indicate that individual and contextual characteristics may influence a doctor's ability to maintain wellbeing in the face of stress. However, further research into this area is required. Moreover, as no intervention studies were identified it remains unknown as to whether these characteristics can be increased in doctors. Shapiro, Astin, Shapiro, Robitshek, and Shapiro (2011) present an individualistic model for identifying strategies physicians employ to gain and regain a sense of control when caring for patients. The model had four modes of control. Positive assertive and positive yielding represent the positive modes of control, while negative assertive and negative yielding represent the negative modes of control. Shapiro et al. (2011) suggest that interventions that aim to increase self-awareness and reflective capacity and being mindful of emotion regulation might enable physicians to cope better with loss of control. Through self-awareness, physicians might learn to recognise their responses; and they might learn to interrupt negative behaviours and reactions through mindfulness emotion regulation. They might then recognise situations where they are attempting to regain a sense of control and, instead, engage in more positive responses, such as assertion and letting go. This model does not consider the impact of organisational factors on the physician's ability to cope with low control. Chittenden and Ritchie (2011) , however, include both individual and contextual factors in recommendations for improving physician work-life balance and subsequent wellbeing. They suggest that to achieve work-life balance physicians should maximise job-fit by finding work that is flexible, consciously slow down, cultivate mindfulness, make personal and professional values and goals explicit, take care of physical, emotional, and spiritual needs, learn to ask for and accept help, and identify sources of emotional and practical support.
Summary of coping and resilience in doctors
As with research from other health disciplines, the research on doctors' coping is limited. However, the results indicate that doctors engage in a range of individual and relational coping strategies when faced with stress. Coping in response to client/patient death has been investigated in social workers, psychologists, physicians and psychiatrists, suggesting that this is an area of significant stress and warrants further investigation. The results of studies investigating resilience among doctors suggest that individual and contextual factors may influence wellbeing in the face of stress. Given that no intervention studies were identified it is not clear whether resilience can be increased in doctors.
Combinations of health disciplines
Very little research has been conducted on more than one health discipline and no research was identified that combined all the health disciplines considered in this review.
Coping
Two studies were identified that investigated coping in response to work-related stress in more than one health profession. While the results of the following studies demonstrate differences in coping between professions, a number of similarities are also found. In a sample of 168 social workers and 155 nurses, Gellis (2002) found differences between nurses and social workers on perceived job stress, job satisfaction and coping methods. Nurses who relied mainly on avoidance strategies reported higher job stress than social workers. In comparison, social workers reported greater use of positive coping strategies compared to nurses. However, for both nurses and social workers high problem-reappraisal coping contributed to higher levels of job satisfaction.
A qualitative study by Courvoisier, Agoritsas, Perneger, Schmidt, and Cullati (2011) aimed to explore feelings and coping strategies associated with regretted clinical decisions or interventions of 12 hospital-based physicians and 13 nurses. All participants reported at least one intense regret that led to feelings of guilt, anger, sadness, shame, helplessness, and a feeling of unfairness/injustice and occasionally to sleep problems, or sickness leave. Furthermore, an accumulation of small and large regrets occasionally resulted in quitting one's unit or moving to another specialty. Several ways of coping with regrets were reported by both physicians and nurses. These included (1) cognitive strategies (rumination, suppression, acceptance, and selfattacking), (2) action-oriented strategies (trying to take responsibility, becoming more vigilant and repeating check-up procedures more often, and creating guidelines to avoid similar future incidents), and (3) social strategies (from colleagues or relatives). Differences were found between physicians' and nurses' use of colleague social support. Due to a fear of losing credibility, physicians seemed to avoid sharing regrets with colleagues in their ward or service and instead turned to colleagues from other services. In contrast, nurses sought support from colleagues in the same service as themselves.
Resilience and hardiness
Ben-Zur and Michael (2007) compared hardiness, coping strategies, social resources, and burnout between 249 social workers, psychologists and nurses. Results showed no differences between the three professions on all psychological measures, except depersonalisation, which was significantly lower for psychologists than for nurses or social workers. As in the research on hardiness in nurses (Garrosa et al., 2010) , these results indicated that challenge and control appraisals (not commitment) were negatively related with exhaustion, depersonalisation and emotion-focused coping and positively associated with accomplishment. Importantly, these associations remained when other variables were taken into account. Further analysis indicated that emotion-focused coping may moderate the association between challenge and control appraisals and depersonalisation; indicating that a combination of low maladaptive emotionfocused coping and high challenge/control appraisals is related to reduced depersonalisation for social workers, psychologists and nurses. This study indicates that there are strong similarities in resilience between the social work, psychology and nursing professions. It also suggests possible resilient pathways that involve challenge and control appraisals, emotionalcoping and social resources. Furthermore, the results suggested that challenge and control appraisals were more effective at reducing the negative outcomes of stress than was problemfocused coping.
The only article that addressed recommendations to increase resilience in health professionals was a review of the resilience literature by McAllister and McKinnon (2009) . They confirm that resilience in the health professions involves a combination of individual and contextual factors. They make three recommendations for building resilience in health professionals: (1) that the concept of resilience is introduced in all training programmes (including education on ways to strengthen one's own resilience, such as building a positive identity and increasing social support, coping skills and spiritual connection), (2) practitioners are given opportunities to reflect and learn from experience and other practitioners (exposure to role models who can share their experiences of being resilient and thriving in health workplaces), and (3) experienced health professionals demonstrate altruism, set good examples and share lessons from experiences, mentoring, leading, coaching and motivating others, so that a generative heath professional culture is developed.
Summary of the literature on resilience in health disciplines
The results of this literature are illustrated in the tables below. Tables 1 and 2 (below) indicate that only gender (more specifically, being female) and maintaining a work-life balance have been found to consistently relate to resilience across all five of the disciplines.
There were a further four factors that related to resilience in four of the five disciplines. These were: laughter/humour (which was inconsistent for psychologists and has not been investigated in doctors), self-reflection/insight (but this has not been investigated in social workers), beliefs/spirituality (which was inconsistent for psychologists and has not been investigated in counsellors), and professional identity (but this has not been investigated in doctors). Differences have been found between psychologists and counsellors and between doctors and nurses However, due to different factors being measured between studies, conclusive differences cannot yet be identified.
In addition, a large number of individual and contextual factors have been investigated in only one discipline. These have been presented in Tables 3 and 4 (below).
Questions arising from the literature review
This review highlights a number of questions about resilience in the health profession. Firstly the inconsistencies found between the studies regarding how they define and measure resilience has resulted in difficulty comparing health disciplines. Furthermore, it is difficult to generalise the results to speech-language therapists, audiologists and optometrists given that no articles were found that relate to these disciplines.
Further questions include: do cultural factors influence resilience in health professionals? Do factors such as self-compassion differ between professions? What types of relationships enable support to be accessed and used effectively? How can we match individuals with clinical supervisors so that a quality resilience-fostering relationship can be developed? Are there differences in the quality of professional relationships between disciplines? What types of environments and groups nurture resilience? How does indoctrination into, and the culture of, a chosen health profession influence an individual's ability to deal with stress and adversity? Before further research is conducted it is necessary to develop a clear definition of resilience within the health profession. The results of this review suggest that resilience involves the interactions of individual and contextual factors. These individual factors include demographic characteristics (age, gender, experience), personal characteristics (having a work-life balance, laughter, relaxation) and professional characteristics (continuing education, professional identity), and the contextual factors include partner or family support, clinical supervision and culture of the discipline. It is this interaction that enables the maintenance of personal and professional wellbeing in the face of on-going work stress and adversity. Future research would benefit from the development of a measure that captures all of these elements and processes of resilience. This would enable the identification of resilience in the health profession and foster the development of effective interventions. -X ----X = support that this factor relates to resilience; X = strong support that this factor relates to resilience; ± = contradicting findings regarding this factor's relationship to resilience; X = has been recommended; O = not highly endorsed/lack of evidence; -= has not been researched/mentioned X = support for this factor has been found; X = strong support that the factor relates to resilience; ± = contradicting findings regarding the factors relationship to resilience; X = has been recommended; O = not highly endorsed/lack of evidence; -= has not been researched/mentioned 
